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ABSTRACT
Mental health problems, especially depression, are major causes of disabilities globally. Among
the causes of mental health problems, injuries, including those resulting from road traffic accidents
(RTAS) are major contributors. Efforts are therefore made earnestly by every country globally, as
well as Ghana over the years to control and reduce the incidence and mortality of RTA and its
related injuries. However, mental health problems associated with RTA injuries are marginalized
during the care of RTA injured victims, whilst focusing on their physical problems. Using the
Lazarus and Folkman’s Transactional Stress model, this study sought to identify the psychosocial
problems resulting from injuries sustained from RTAs, whilst assessing the impact of appraisals,
coping styles and social support in the development of psychosocial problems. A cross-sectional
survey was used to collect data from 382 accident victims with injuries in three hospitals within
the Kumasi metropolis, using validated data collection tools. The statistical Package for Social
Sciences (SPSS) version 21 was used to analyze the collected data, using descriptive, Pearson’s
Chi square, Analysis of Variance (ANOVA), Independent t-test, Correlational and Hierarchical
Multiple Regression tests. The findings indicated that, a number of patients with RTA injuries
developed psychosocial distress (40.6%) and Post-traumatic Stress Disorder (22.0%). Most
victims appraised their injuries as threat but controllable. The most common coping style adopted
by respondents was the task oriented coping with most participants demonstrating moderate to
high perceived social support. Significant associations were found between injury characteristics
and psychosocial problems but not with demography. ANOVA and Independent t-test indicated
significant variations in psychosocial problems on the various types, locations and post-injury
duration of injuries. Hospitalized patients also demonstrated higher levels of psychosocial

problems compared with non-hospitalized patients. Appraisal of threat, centrality, and



uncontrollability significantly and negatively correlated with psychosocial problems. Appraisal of
challenge and controllability as well as total perceived stressfulness of the injuries showed
significant positive relationship with psychosocial problems. On coping styles, task oriented and
avoidant coping styles were significantly and negatively related with psychosocial distress but not
with PTSD. Emotion focused coping also showed significant positive relationship with
psychosocial distress. Social support was a significant moderator of avoidant coping and
psychosocial problems. In conclusion, RTA victims with injuries have increased risk for
developing psychosocial problems. The findings therefore demonstrate the need for
comprehensive psychosocial assessment of injured RTA victims for early recognition and

treatment of psychosocial morbidities.

Keywords: Psychosocial problems, Injury Appraisal, Coping, Perceived Social Support, Post-

traumatic Stress Disorder, Road Traffic Accidents
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CHAPTER ONE
INTRODUCTION
1.1 Background to the Study
Trauma is a widespread occurrence, common all over the world at all times.
Etymologically, “trauma” originated from an ancient Greek word, literally meaning “wound” or
‘damage’ (Engelbrecht & Jobson, 2014). The term was used to refer to only physical injuries, but
currently, it is usually associated with varieties of harm from physical to emotional or
psychological insults. According to the American Psychiatric Association [APA] (2013), a
traumatic event is described as any incident that exposes a person to either a threatened or actual
death, fatal injury or sexual violence. This makes the use of the term “trauma” wide, although in
most instances, it used to refer to “a more serious injury or accident” (Richmond & Aitken, 2011,
p. 2742). A global burden of disease study in 2013 estimated a global incidence of 970 million
injuries globally, with 4.8 million deaths (Haagsma et al., 2016). Traumatic injuries may involve
soft tissues or musculoskeletal system (Torgbenu et al., 2017) and other vital internal organs such
as the brain, spleen, liver, kidneys, lungs and the heart (Smeltzer et al., 2008). Although traumatic
injuries are usually sustained in gunfire, battering, falls, tribal conflicts and occupational injuries
(Afukaar, Antwi, & Ofosu-Amaah, 2010; Oyeniyi et al., 2017) and non-motorized bicycles
(Damsere-Derry & Bawa, 2018) road traffic accidents (RTAS) remain one of main sources in both
developed and developing countries (Adams, Alhassan, & Yabasin, 2016; Biney et al., 2013;

Sullivan, 2017; Zuraik & Sampalis, 2017).

RTAs are considered major burden for every country globally. Worldwide, between twenty
to fifty four million people are believed to suffer from non-fatal injuries annually due to RTAs,
with approximately 1.35 million deaths relating directly to RTAs and/or its related consequences

1



(Haagsma et al., 2016; World Health Organization [WHO], 2018a). Most trauma victims are
rendered temporarily or permanently disabled, and ninety percent (90%) of these disabilities are
associated with RTAs (Cartwright, 2017; Rissanen, Berg, & Hasselberg, 2017. RTA related
injuries are ranked as the ninth leading cause of disabilities worldwide and projected to become
the seventh by 2030 in all age groups (WHO, 2013). RTAs usually involve more than one party.
The impact of injury thereof is to be appreciated in veneration to all individuals that may be
involved in road traffic accidents or other notable mechanisms including pedestrians,
motorcyclists, bicyclists as well as drivers, conductor, and passengers occupying a vehicle
(Papadakaki et al., 2018; Sheth, 2001; Ul Baset et al., 2017; Wells, 2007). These category of

victims as described were the focus of this study.

Crucially, however, more than 90% of the global incidence of traumatic injuries ensue in
the low and middle income countries (LMICs) such as Ghana (Ul Baset, 2017; WHO, 2018a).
Klemisch (2016) averred that, the chief cause of disability in LMICs is trauma. More people are
expected to die or be rendered disabled from the menace of RTA by 2030 in Africa due to the
persistent developmental, institutional and attitudinal challenges on the continent (Adeloye et al.,
2016; Peden, Kobusingye, & Monono, 2013). For instance, the incidence of RTA in Ghana is
ranked 31st worldwide, and RTA is among the 10 leading causes of death and disabilities in Ghana,
which ranks 23rd worldwide (Yiadom, McWade, Awoonor-Williams, Appiah-Denkyira, &
Moresky, 2018; WHO, 2017; WHO, 2018b). Previous studies have identified RTAs to be the
leading cause of injuries in Ghana (Biney et al., 2013; Torgbenu et al., 2017). For the past five
years, cases of RTA in Ghana and its related injuries has seen incremental changes (see table 1.1)

in both the number of crashes and number injuries sustained.



Table 1.1: Statistics of Reported Cases of RTAs in Ghana (and Ashanti Region) from 2015 to 2019

Year Number of RTAs Number of Injuries Number of Deaths
Ashanti Nationwide Ashanti Nationwide Ashanti Nationwide
Region Region Region

2015 1, 064 10, 852 854 10, 565 153 1, 802

2016 1,901 11, 378 1, 870 10, 438 310 2,084

2017 2,286 12, 843 2,262 12, 166 335 2,076

2018 2,734 13, 645 3, 093 13, 677 396 2,341

2019 2,847 13, 877 3, 549 16, 640 453 2,284

Compiled from yearly reports of the National Road Safety Commission of Ghana, 2015 — 2019.

The high prevalence of RTA related injuries in Ghana could equally be attributed to all
related factors common in LMICs. These include inadequate transport-related legislation and
enforcement of existing legal frameworks on road safety, such as wearing of seatbelts, use of
helmets for riders, vehicle maintenance culture among others (Torgbenu et al., 2017; Ul Baset et
al., 2017). Moreover, the number of registered cars in recent years have been skyrocketing
(Solanki et al., 2016) in most LMICs. For example, in Ghana, the number of motor vehicles
registered moved from 159.00 Unit in 2005 to 693.00 Unit in 2010, and to 890.00 Unit in 2015
(CEIC Data, 2020). More importantly, Ghana has also seen a rather increasing trend in the use of
commercial two and three wheel cycles, popularly referred to as “okada” and “Pragya”. The
commercial use of this means of transport is illegal in Ghana and their activities have not been
regulated. Consequently, motor cycle and tricycle related accidents in the country have been
alarming (Blankson, Amoako, Asah-Opoku, Odei-Ansong, & Lartey, 2019). With individuals
and politicians advocating and campaigning to legalize the use of these motor cycles, coupled

with low law enforcement, the worse may be expected in the future.



1.1.1 Consequences of Traumatic Injuries

Fatal and non-fatal injuries have negative impact on the general health status of survivors
of RTAs, including their post-injury quality of life. These effects are as well felt among his
immediate relatives, posing as a burden not only to the victim, but the family, the community and
the country at large. These effects arise from loss of jobs, high cost of treatment, and the potential
harmful effect on the family’s functioning. Essentially, the cost incurred on the whole society from
RTA injuries are subject to the consequences of these injuries (Makuu, 2018; Weijermars et al.,
2016). It has been estimated that, countries across the world spend about 3% of their Gross
Domestic Product (GDP) on RTAs, which may extend to about 5% in LMICs (WHO, 2018a). For
instance, in Ghana, the National Road Safety Commission has reported that, about $ 230 million
is spent on RTAs annually (National Road Safety Commision, 2018). Of critical concern is the
percentage of youth and males involved in RTA (Abegaz & Gebremedhin, 2018; Bashah, Dachew,
& Tiruneh, 2015; Zuraik & Sampalis, 2017) who are major drivers of every country’s economy
(Durand, 2015). RTA is the leading cause of disabilities adjusted life years in individuals between
the ages of 10 and 49 years (Vos et al., 2020). Losing the major drivers of the economy through

RTA has dire consequences on the economy.

Traumatic injuries are also noted to have profound impact and serve as major stressors on
human cognition, behavior and emotion. It has been asserted that, injured patients can
unexpectedly experience stress emanating from pain, fear, confusion, unplanned hospitalization,
perceived and actual loss of body structures and functions which may persist for years after the
initial injury (Nasirian, Fagevik Olsen, & Engstrom, 2018). Most of these victims may have a
significantly high degree of resilience and coping and do recover well after the injury, yet, a good

proportion of them have poor coping abilities with their problems. They feel desperate, powerless,



worthless and uncertain about their lives. These negative thoughts and feelings as well as life after
the trauma can lead to disorders such as depression, panic attacks, generalized anxiety states, social
dysfunction and other mental health sequelae (Vincent, Horodyski, Vincent, Brisbane, &
Sadasivan, 2015). Previous studies in western countries and some few in Africa indicate that,
between 6 to 65% of injured victims are likely to develop a psychosocial problems after the injury,
some of which can persist for years to decades. (Ahl, Lindgren, Cao, Riddez, & Mohseni, 2017;
Ajibade, Adeolu, Adeoye, Moridiyat, & Oladeji, 2015; Idrees, Faize, & Akhtar, 2017; Papadakaki
et al., 2018; Tutton, Seers, & Langstaff, 2012; Vincent et al., 2015; Wiseman, Curtis, & Lam,
2015). The forgoing discussion demonstrate the influence of appraisals, coping abilities and

perceived social support (PSS) in the psychopathology of the injured victim.

Unsurprisingly, mental health problems are major health concerns in LMICs. Notably,
LMICs are responsible for more than eighty percent of years lost to disability from depression
globally (WHO, 2017). Previous studies in these parts of the world indicate that, common mental
health problems like depression, anxiety and other affective disorders are higher in the injured
population compared with the general population (Jacob, Pizzol, Veronese, Stubbs, & Koyanagi,
2019). However, a worrying situation is the fact that vast number of individuals with mental health
disorders in these LMICs (including Ghana) do not get suitable treatment (Cuijpers, Karyotaki,
Reijnders, Purgato, & Barbui, 2018), probably because the affected individuals are not identified

for effective treatment or are poorly diagnosed and poorly treated.

In Ghana, depression and anxiety disorders are described to be the 4th and 10th leading
causes of disability respectfully (Institute for Health Metrics and Evaluation, 2017). More than six
hundred and fifty thousand Ghanaians were estimated to be suffering from severe mental disorder

while more than two million were believed to be suffering from moderate to mild mental disorders



asat 2018 (WHO, 2019). Yet, and sadly, treatment gap for individuals with mental health disorders
is around 98% (WHO, 2019). With the worrying trend and intriguing figures of RTA cases and
injuries in Ghana, it was essential to establish the psychosocial problems that may result from
physical trauma sustained in RTAs in the country. This study therefore sought to investigate the
psychosocial impact of physical injuries sustained during RTAs in Ghana using the Lazarus and

Folkman’s Transactional Stress Model.

1.1.2 Stress Appraisal, Coping and Psychosocial Problems

It is believed that, stressors in themselves do not necessarily cause psychological problems.
This is because, every individual is believed to possess unique personality traits and may act as
buffers against these stressors. These individual features include a person’s cognitive appraisal of
a stressor and how that individual is able to adjust or adapt to the stressful situation, using coping
styles (Folkman, 2013; Thoits, 2013). Appraisal generally refers to how an individual assesses
something or a person. Coping on the other hand is the way the person deals with a difficult
(stressful) situation successfully. According to transactional stress models, stress is an “emotional
process” that rely on definite anticipations exhibited by the individual regarding the inference to
and result of a particular encounter. Appraisal and coping can be negative or positive, and the use
of any type may to some extent, predict the psychological consequence of an individual with stress

(Carver & Connor-Smith, 2010; Lazarus & Folkman, 1984).

There are various ways in which appraisal and coping could be conceptualized. Some have
conceptualized appraisals as contributing to coping strategy, with coping determining the
psychological outcome of the individual with stress. Others conceptualized appraisal as a
moderator of social support on the relationship between stress and psychological health (Nicholls,

Polman, & Levy, 2012; Noor, Gul, Khan, Shahzad, & Ageel, 2016; Szkody & McKinney, 2020).



In this study, appraisal was seen as a two-step process, where primary stress appraisal (threat,
centrality and challenge) leads to a secondary stress appraisal (controllability). The overall
perception about how a situation is seen as stressful, was seen as an independent construct within
the appraisal measure, and could predict an individual’s psychosocial outcome. Consequently, the
choice of coping style (avoidant, emotion focused or task oriented) was seen as being influenced

by appraisal and availability of perceived social support.

1.1.3 Perceived Social Support and Psychosocial Problems

Social support is believed to have significant influence on the development of psychosocial
problems as it can as well determine how victims cope. Lower perception of social support are
linked with higher levels of psychosocial problems and vice versa (Wethington, Glanz, &
Schwartz, 2015). Social support is seen as a multidimensional construct and has been defined
differently by researchers over the years. Hitherto, the arguably best known and most influential
conceptualization of social support has been provided by Cobb (1976), who described social
support as “the information leading an individual to believe that he is cared for and loved; esteemed
and valued; and belongs to a network of communication and mutual obligation” (Cobb, 1976, p.
300). This can be perceived (or emotional), structural or received (Huang & Chengalur-Smith,

2019).

This study conceptualized social support as the support the injured victim believes is
available from family, friends and significant others. This appraisal can influence the way the
individual also appraises his stress, the way he copes and the experience of psychosocial problems.
This phenomenon could be explained by two hypotheses on effects of social support; “main effect”
and “buffering effect” (S. Cohen, 1984). The “main-effect” hypothesis propounds that, there is a

direct effect of social support on psychological health irrespective of the degree or type of stress



whilst the “buffering effect” hypothesis avow that, negative consequences of stressful events can
be reduced by social support. The latter hypothesis is exclusively present and useful in the presence
of a current stressor (S. Cohen, 1984; Szkody & McKinney, 2020). Both hypotheses were applied

in the current study.

1.2 Statement of Problem

Psychosocial distress are salient public health concerns globally due to the detrimental
effects they have on the individual’s total wellbeing, beside the subsequent effects incurred on the
whole community. A more worrying situation is the relationship between these psychosocial
distress and suicide, as these problems are major predictors of attempted suicide and actual suicide

(Cheref, Benoit, & Walker, 2019).

In spite of the large empirical evidence linking road traffic injuries to psychosocial
problems, it remains unclear if these evidence are applicable in LMICs (where RTAs hover above
90% of the global incidence) as bulk of these evidence come from high income countries. Although
few of the studies have examined the ethnic and cultural variations in the development of these
psychosocial sequelae, their applicability in other cultures cannot be meaningfully explicated since
culture is dynamic and diverse (Marshall, Schell, & Miles, 2009). Further, most of the few studies
from LMICs have focused only on patients with injuries affecting the brain and spinal cord (e.g.,
Adam et al., 2016; Adjorlolo, 2016) and/or orthopedic injuries (e.g. Obayemi et al., 2020;
Torgbenu et al., 2017). These reasons may hamper successful translation of the extant, foreign-

based studies into other injured populations.

Research has indicated that, undiagnosed and untreated mental health problems negatively
impact treatment plans and can increase patients’ length of stay at the hospital, which can inversely

worsen the experience of psychosocial distress (Sullivan et al., 2017). This, notwithstanding,
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physicians and nurses caring for injured patients are primarily concerned with their physical
problems whilst neglecting their psychosocial health (Sullivan et al., 2017; Tudo et al., 2017) even
though there is an ongoing global advocacy for routine psychosocial screening of all trauma
patients for early detection and management (Goh, Ho, & Ng, 2019; Wiseman et al., 2015;
Wiseman, Foster & Curtis, 2013; Wu, Zhang, Cheng, Lin, & Wang, 2017). The situation is not
different from Ghana as psychosocial assessment is not included in the routine assessment plans
of the trauma patient (Ministry of Health, 2011). Consequently, anecdotal evidence from most
emergency and orthopedic centers in the country indicate that health professionals providing care
to such patients rarely assess for psychosocial problems, except when there is an obvious brain or
spinal cord damage. This could possibly be due to dearth of empirical evidence on the effects of
these injuries on psychological reactions in the country. The phenomenon is likely to add to and
compound the already huge treatment gap of mental health problems in the country. It was
therefore expedient to establish the empirical evidence in this respect to properly guide emergency

and trauma care practices in Ghana whilst attempting to bridge some of the gaps aforementioned.

1.3 Purpose of the Study
The purpose of the current study was to examine the psychosocial consequences of traumatic

injuries in victims of RTA in the Kumasi Metropolis.

1.4 Specific Objectives of the Study

Specifically, the study sought to:

1. describe the injury characteristics, injury appraisal, coping mechanisms, perceived social
support and psychosocial problems of patients with road traffic accident injuries.
2. determine the relationship between respondents’ background information (socio-

demographic and injury characteristics) and psychosocial problems.
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3. examine the differences in psychosocial outcomes of respondents among their background
characteristics

4. examine the relationships between coping, appraisal, social support and psychosocial
problems.

5. evaluate the influence of social support on the relationship between coping and

psychosocial outcomes of RTA injuries.

1.5 Significance of the Study

This study was conducted to identify the psychosocial problems that may be faced by
victims of road traffic crashes with injuries. The findings of this study will be a vital contribution
to nursing knowledge in managing trauma patients and essentially guide nurse managers and
clinicians working with trauma patients to provide quality psychosocial care. It is again envisaged
that the findings will inform authorities in the emergency departments and the hospitals to institute
and effectively implement follow up plans to help identify patients that may experience
psychosocial problems after discharge. In addition, the findings will help emergency departments
to redesign their assessment plans to include comprehensive psychosocial assessment in the

routine assessments of all patients especially trauma patients.

It will also help the Nursing and Midwifery Council of Ghana and institutions training
emergency health practitioners to include psychosocial assessment skills and procedures in their
curriculum. Additionally, this study will be vital in adding to the growing knowledge in the field

of physical trauma and enhance future study in the field in Ghana and Africa at large.

Again, the study will provide vital information to major stakeholders like the mental health
authority on strategies to promote the WHO Mental Health Gap Action Programme (MhGAP) as

early identification of persons with mental disorders will enhance their treatment. This will also
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go a long way to close some of the gaps in mental health research, whilst using the information to

strengthen mental health care systems in the country and globally.

1.6 Operational Definition of Terms
Road Traffic Accident: unplanned collisions that involves at least one vehicle; two or three

wheeled cycles that occurs on public roads and in which at least one injury or fatality is recorded.

Traumatic Injuries: injuries to the skin, muscles, bones or internal structures of the chest and

abdominal cavity that were caused by road traffic accidents.

Coping: ability of (an injured) person to successfully deal with and overcome problems posed by

the injury, using either personal strength or/and external assistance.

Appraisal: the way an injured person assesses his or her strengths and weaknesses in relation to

how well the injury can be managed or coped with.

Social support: psychological, emotional and material resources provided to an injured person by
close friends, relatives and other significant personalities to help cope with the injury and its

consequences.

Psychosocial problems/distress: an unpleasant emotional, cognitive, behavioural or social

experience that can potentially interfere with individual’s coping abilities.

Hospitalized patient: any patient with RTA that had spent at least 24 hours on the ward during

the recruitment process due to the RTA and its related injury (ies).
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CHAPTER TWO

THEORETICAL FRAMEWORK AND LITERATURE REVIEW

2.0 Introduction
This section focuses on the theoretical underpinnings and relevant empirical studies that are related
to the current study. A vivid description of the Lazarus and Folkman’s transactional stress model

is given as it underpins the whole framework of the study.

2.1 Selection of a Theoretical Framework

‘Stress’ is an emotional feeling or physical tension that is multifactorial. Any event that
requires the body to react, adjust or respond could be described as stressful. This description makes
it appropriate to classify trauma as a stressor. Accordingly, various theories that seek to explain
stress and psychosocial problems were reviewed; such as: the Selye’s Systematic Stress theory,
the Learned Helplessness Theory, Bandura’s Self - Efficacy theory, and the Lazarus stress theory.
Meanwhile, stress process models (Lazarus & Folkman, 1984) posit that life stressors cannot solely
explain the degree of psychosocial sequelae of individuals, rather, some coping and /or behavioural
factors may expound such relationships. It was therefore salient to identify models or a common
model that consisted of constructs of stress and coping to better analyze the psychosocial sequelae
of the physically injured patients. The choice of the “Lazarus and Folkman Transactional stress

model” has these advantages compared to other stress theories outlined earlier.

2.1.1 The Transactional Stress and Coping Model (Lazarus & Folkman, 1984)
This model serves to guide the assessment of coping mechanisms in individuals exposed
to stressful situations. It plays important part in health promotion, disease prevention and patient

education in the health care industry (Glanz, Rimer, & Lewis, 2002). The model presents stress as
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a transactional phenomenon, where stress is dependent on the interpretation given to a stimulus by
the perceiver (Krohne, 2002). The concept of stress has been described by Lazarus as a state or
feeling that the demands of the stressor surpasses available resources (personal and social). The
effects imposed by stress on an individual is therefore dependent on the person’s sense of danger,

susceptibility and coping abilities; and not merely the stressful event itself (Lazarus, 1993).

Like any other psychological stress theory, this model evaluates two central concepts: the
influence of cognitive appraisal of the stress on the emotions of the individual and how he is able
to cope. Psychological stress was therefore described in this model to mean “a particular
relationship between the person and environment that is appraised by the person as taxing or
exceeding his or her resources and endangering his or her wellbeing” (Lazarus & Folkman, 1986,
p. 63). These stressors were described as life events which may refer to unexpected and
unpredictable circumstances that are beyond the control of the person such as natural and manmade
disasters (earthquakes, floods, tsunamis, wars, etc). It may also include events outside the
individual’s control that affect the individual or few others in the individuals’ world like death of
a loved one, divorce, road accidents and disability or life threatening illness. Road traffic injuries
are usually unexpected and victims of RTA may grieve over the incident, injuries sustained and

their consequences on their health and social function.

A key concept that is useful in appreciating the stress transactions is appraisal. The concept
was founded based on impression that stress rely on definite anticipations exhibited by the
individual regarding the connotation and result of a particular encounter. This cognitive process is
influenced by two factors that can contribute to the individual’s stress response: a tendency of
threat by the stressor to the person (primary appraisal) and valuation of necessary resources to

manage the stress imposed by the stressor (secondary appraisal) (Lazarus, 1996; Krohne, 2002).
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Primary appraisal basically describes the relevance of the event or stressor on the victim’s
health and general wellbeing (Krohne, 2002). If an individual with an injury believes that it is not
stressful at all, that person will make an irrelevant appraisal of the injury and may not utilize any
coping mechanism. However, when the individual thinks the injury is distressing, he will need to
identify appropriate means of coping with the situation (Groomes & Leahy, 2002). This stage is
described as the second component of appraisal. At this stage, the individual evaluates himself and
his resources to see what could be done about the situation. Various forms of appraisals are
identified in literature, but the most common ones distinguished are threat, challenge and centrality
(primary appraisal). Common components of secondary appraisal include uncontrollable and
controllable (by self or by others). Different psychological problems are embedded in specific
types of emotional reactions and the type of appraisal will define the degree to which symptoms
will be experienced (Lazarus, 1993; Lazarus & Folkman, 1986; Mitchell, Brennan, Curran, Hanna,

& Dyer, 2017, OIff, 2011).

The other concept in the model; coping was described as “the cognitive and behavioural
efforts made to master, tolerate, or reduce external and internal demands of conflicts among them”
(Lazarus & Folkman, 1984, p. 233). This concept is believed to be closely connected to appraisals,
consequently, to “the stress relevant person-environment transactions”. Various types and terms
are used in literature to describe coping styles, but the most common dispositions are avoidant,
emotion and task-oriented coping (Baqutayan, 2015; Folkman, 2013; Lazarus, 1993; Lazarus &

Folkman, 1986; OIff, 2011; Smith & Kirby, 2011).
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Impact
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Threat
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Social
Material

Figure 1.1: The Lazarus and Folkman's Transactional Stress Model

In this study, the model was used to examine psychosocial problems experienced by
patients who had sustained traumatic injuries secondary to RTAs. The five constructs in the model
(life events, resources, appraisals, coping, and social support as well as health consequences) were
adopted and modified to suit the purpose of this study. The life events were conceptualized as RTA
traumatic injuries, with characteristics including type, site and post-event duration. Resources were
conceptualized as the individual’s demographic variables. Appraisals were viewed as primary
(threat, challenge, centrality) and secondary (controlled by self, controlled by others and
uncontrollable) appraisals, with another variable measuring overall perceived stressfulness of the
injury. Coping was also regarded as avoidant, emotion-focused or task-oriented coping. Social
support was referred to as perceived support available from family members, friends and other
significant individuals whilst health consequences were considered as psychosocial distress (with
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symptoms of depression/anxiety, social dysfunction and lack of confidence) and post-traumatic

stress disorder (PTSD).

Some previous studies have adopted part or whole of the model to examine various health
consequences in diverse populations, example, emotional response in cancer patients (Hulbert-
Williams, Morrison, Wilkinson, & Neal, 2013); physical and mental health in Palestinian and
American Indians in Gaza (Kira, Omidy, & Ashby, 2014); mental health in undergraduate nursing
programme is South Africa (Martin & Daniels, 2014); psychosocial outcome in patients with

traumatic brachial plexus injury (Franzblau & Chung, 2014).

2.2 Concept of Mental Health

The WHO (2006) defined health as; “a complete state of physical, mental, and social well-
being and not merely the absence of disease or infirmities”, underlining the significance of
psychosocial wellbeing. Psychiatric problems, mental disorders or psychological disorders, as may
be used by different authors, are described as abnormal adaptive response to an extrinsic (external
environment) or intrinsic (internal environment) stressors. These abnormal adaptive processes are
usually characterized by thoughts, feelings and behaviour that are not compatible or inconsistent
with the norms of the individual’s society and culture. This behaviour significantly interferes with
normal functioning of the person within his social environment (Gelder, Gath, & Mayou, 1989;

Shives, 2008).

A better description of a psychosocial problem or mental illness is gotten from the
definition of mental illness by the APA. It is defined by the APA (2000) as “a clinically significant
behaviour or psychological syndrome or pattern that occurs in a person and that is associated with
present distress or disability or with significant increased risk of suffering, death, pain or disability

or an important area of freedom; and not merely an expectable and culturally sanctioned response
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to a particular event”. Impliedly, to be classified as a healthy person, the psychological and social
aspects of person cannot be marginalized. Standard patterns of behaviour and cognition are
therefore expected to be manifested by the individual to be classified as mentally health or
otherwise. Generally, psychiatric problems are classified as either organic (in which the structure
of the brain is partly or wholly damaged) or neurotic (in which there is only a functional
impairment with no obvious structural damage) (Gelder et al., 1989). In this study, psychiatric
morbidities were evaluated in the context of functional derangements (neurosis), where the

structure of the brain and nerves are intact.

Therefore, the concept of mental health expects an individual to equally maintain a stable
psychological wellbeing even after a stressful life event, barring any organic damage secondary to
the trauma. Normally, it is natural for the body to respond to life-threatening events by protecting
itself from potential harm. However, some individuals overreact during this normal response and
feel frightened and distressed even in the absence of the event or danger. These may produce
various anxiety disorders common of which include Post-Traumatic Stress Disorder (PTSD,
anxiety, depression, social dysfunction, acute stress disorder, among other phobic disorders. (APA,
2013; Warren et al., 2016; Wiseman et al., 2015; Zatzick et al., 2008). This abnormal reaction may
as well affect the person’s physiological functions such as the heartbeat, respiration rate and even

musculoskeletal functions some of which can persist for many years.
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2.3 Review of Related Studies

2.3.1 Traumatic injuries and Psychosocial Health

Psychosocial problems have been studied across many populations and statistically
significant high levels of psychological morbidities have been reported. The trend is a worrying
situation considering the impact of psychosocial problems on years of life lost to disability.
(Arvidsdotter, Marklund, Kylen, Taft, & Ekman, 2016; Bosmans, Hofland, De Jong, & Van Loey,
2015; Idrees et al., 2017; Koenen et al., 2017; Rai et al., 2012; von der Warth, Hehn, Wolff, &
Kaier, 2020). A lot of studies that used trauma populations have viewed trauma as an emotional
insult from wars, crimes, assault, abuse, and many others (Dominguez-Gomez & Rutledge, 2009).
Notably, among all the causes of disabilities, traumatic injuries are major contributors (Haagsma
et al., 2016). Uniquely, injuries from RTAs are major health and social concerns and they need

more attention than they have received in the past years.

Traumatic injuries may be perceived as almost the worst conceivable experience and the
reactions of victims to traumatic injuries may be described to be akin to bereavement (Machisa et
al., 2018). The prevalence of psychosocial problems following traumatic injuries differ in various
studies. These have been related to a lot of factors such as diagnostic criteria or instrument used in
the study, time of the study after the injury and the various definitions of trauma. Others include
type of trauma or injury, location of the injury on the body part, socio-cultural factors among others
(Ahl et al., 2017; Craig, Tran, et al., 2016; Roden-Foreman et al., 2018; Tudo et al., 2017). It is
estimated that, between 6% and 51% of trauma victims develop psychosocial problems, globally.
The prevalence in LMICs especially Africa is however higher than the global values, and up to
sixty five percent of trauma victims are believed to develop psychosocial problems. The most

prevalent psychosocial problems associated with road traffic injuries include post-traumatic stress
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disorder (PTSD), depression, anxiety and social dysfunction (Ajibade et al., 2015; Craig, Elbers,
etal., 2016; Craig, Tran, et al., 2016; Guest, Tran, Gopinath, Cameron, & Craig, 2017; Papadakaki

et al., 2018; Weijermars et al., 2016).

2.3.2 Patient Characteristics and Psychosocial Problems

Multiple factors are believed to correlate to increased post-traumatic psychosocial
reactions. These factors are either patient specific (sociodemographic) or injury specific factors.
Some studies that assessed socio-demographic variables to correlate with psychological problems
implicated female sex, low educational level (Herrera-Escobar et al., 2018; Jayasinghe et al.,
2014), financial vulnerability (Garg, Chauhan, & Sabreen, 2018; Herrera-Escobar et al., 2018;
Idrees et al., 2017; Jayasinghe et al., 2014) to positively correlate psychological sequelae after
injuries. Some studies have also reported the importance of age in the development of negative
psychosocial sequelae with individuals between the ages of 30 and 49 identified to have the highest

risks (Ahl et al., 2017).

In their study, Ahl and associates performed a stepwise multivariable analysis of injury
specific variables with the psychological outcome of trauma. The results identified that risk of
psychosocial problems in trauma patient is higher with low Glasgow Coma Scale (GCS) longer
hospital stay (admissions beyond one month). Additionally, the study stated that the depressed
subgroup required longer hospital stay and most often required most intensive care admissions
(Ahl et al., 2017). These findings are supported by Sullivan and associates (2017) who also found
correlations between prolonged length of hospital stay and psychosocial problems in traumatic

patients.

Some studies have opined that, being admitted to the hospital may be a determinant in the

development of psychosocial problems. For instance, Gopinath and colleagues (2015) conducted
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a propective cohort study to determine if there were variations in health outcomes in hospitalized
respondents with RTA injuries compared with non-hospitalized respondents. Three hundred and
sixty four (364) RTA adult victims were recruited at baseline and at twelve months (n = 284) and
at two years (n = 252) in Australia. Inclusion for hospitalized group included at least 24 hours on
admission after RTA whilst those admitted for less than twenty four hours were classified as non-
hospitalized. The study findings indicated that, at baseline and twelve months (one year),
hospitalized patients exhibited worse psychosocial outcomes compared to the non-hospialised
group when age and sex were controlled. A further control for level of education, fracture, injury
severity score and whiplash injury resulted in a persisitent worse experince of psychosocial
problems. However, these differneces did not exist after 24 months. This is coroborated by the
study of Kendrick et al. (2017) as they posited that, injuries that require admissions to the hospital
can cause anxiety and depresion, which can consequently cause a considerable and clinically
significant reduction in health related quality of life up to one year. This notwithsatnding, the
findings from the above studies also suggest that, the association between long term health effects

and hospitalization cannot be sunstantiated.

Inferentially, Gopinath and collleagues’ (2015) work is suggestive that, psychosocial
symptoms following injuries are not consistent over time. From their study, severe psychological
symptoms that were present in hospitalized patients minimized to the level of experience in the
non-hospitalized patients, who had better psychological wellbeing from baseline to twelve months.
Further support to this claim is provided by the findings of another cohort study from three
European coutries (Italy, Greece, and Germany). The researchers invited all RTA patients admitted
to admitted to Intensive Care Units (Warren et al.) or sub-ICUs of some designated hospitals to

partake in the study from 2013 to 2014 at different time points: at one month, six months and at
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one year. 120 patients were recruited in the study, and 80% partook in all three surveys. An analysis
of the result indicated that, risks of depression were 79% and 88% lower at first and second follow
ups respectively, compared with the baseline. There was a 72% lesser risk for PTSD at second
follow up when compared with the baseline. Older age, being widowed or divorced, higher injury
severity score and type of injury were major correlates of increased risk for unrelented
psychological distress (Papadakaki et al., 2017). In all, the study evinced that psychological

problems naturally subside in their severity with time and may be less relevent.

The forgoing has also been substantiated by a report from the longitudinal study by
Wiseman and associates (2015). They averred that, anxiety symptoms tend to decrease with
passing time of injury. In this study, 58.7% of the participants had a baseline anxiety with another
44.3% meeting the criteria for stress. This rate reduced to 34.4% and 36.9% respectively for
anxiety and stress at three months. There was a further reduction in incident rate at six months post
injury with anxiety reducing to 22% and 23.0% for stress. In a related study, Heron-Delaney and
colleagues (2013) investigated the incidence rates of PTSD among adults involved in RTA by post
injury time. The results indicated that, the incidence rates were between 8 — 45%, 8 — 30%, 6 —
28% and 7 — 26% at one, three, six, and twelve months respectively. The variations in incidence
demonstrated an overall reduction in the incidence of PTSD with passing time, which may be an
indication of a natural decline of PTSD clinical manifestations with passing time. It will be
inappropriate, however, to marginalize the percentage of individuals who may have residual

psychiatric disorders with passing time, considering the overall effects of these problems.

This, nonetheless, does not seem to be true in all trauma cases. Some other studies have
either found psychological problems to be stable over time or in some cases, get worse off. For

example, Craig and associates (2016) posited from their systematic review that, patients with

21



severe injuries which result in traumatic brain injuries and spinal cord injuries tend to have
heightened incidence of psychological distress which either remained stable or worsoned over
time. It is however important to note that this latter study used patients with TBI and SCI.
Relatedly, Ajibe et al., (2015) reported that, psychosocial problems in orthopedic trauma patients
were higher in later months (at three and six months) compared to the immediate post-injury period
(at one and two months). However, in this latter study, psychosocial problems were least at four
and five months post-injury, suggestive of an inconsistent result from studies even in the same

population.

Further, there have been reports suggesting that the site/location of an injury may have an
impact on psychological adjustment and the overall qulality of life of the injured victims. Even
though there are varied opinions in this regard, most reports are suggestive that, injuries to lower
part of the body, particularly the lower extremities pose higher risk on psychological wellbeing.
This was evident in the findings of Papadakaki et al. (2017). Lower extremity injuries have been
linked with delay in return to work and a substantial reduction in overall quality of life (Sluys,
Shults, & Richmond, 2016) since this occurrence can worsen the stress experience. However, there
are findings from other injury groups that suggest that, upper extremity injuries are more
detrimental to psychosocial health than lower extremity injuries (Cheung, Alvaro, & Colotla,
2003). In Australia, Baecher et al. (2018) explored the impacts of site of injuries and their severity
on psychiatric sequele in using injured patients. One thousand and ninety eight patients were
sampled during hospitalization and followed up at three months. The findings indicated that, injury
severity score, injuries to the scalp and face significantly predicted elevated symptoms of PTSD.
Further, the study found strong association between visible (external) injuries and severity of both

PTSD deppresive symptoms. Unlike PTSD symptoms, depressive and anxiety symptoms were
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related to injuries to the lower extremity. These findings suggest that, visible or physical injuries
may cause severe negative psychological outcomes in the trauma patients. Portions of these
findings are corroborated by Muscatelli et al. (2017) and Srahbzu, Yigizaw, Fanta, Assefa, and
Tirfeneh (2018) who have identified that psychosocial problems and psychiatric symptoms are
more prevalent in individuals with lower extremity injuries than those with upper extremity
injuries.

In contrast to the above propositions, other studies suggest such associations are either
weak or non-existent. For example, in the same work by Muscatelli et al. (2017) they identified
that, between the patients with upper and lower extremity fractures, no significant variance in the

experience of anxiety and depression symptoms were detected.

There is also a growing evidence indicating that, the type and severity of injury may
perpetuate psychococial problems. Vu et al. (2019) reported that, in RTA patients with injuries,
the type of injury as well as the location may be determinative of the psychological wellbeing of
the victim. Even though there is paucity of information on comparative studies, literature suggest
some trauma populations and types pose greater risk to psychosocial problems than others. For
instance, penetrating injuries have been described to be highly associated with depression (Ahl et
al., 2017). Other studies on maxillofacial injuries have also reported increased psychological
morbidities in patients with maxillofacial injuries as well (Aashish, 2015; Nayak et al., 2019;
Yadav & Shrestha, 2017). Similarly, studies on orthopedic populations indicate that, this
population may have higher risk for psychosocial problems than other populations due to the
comparatively high percentages of psychological morbidities reported in such studies (Ajibade et
al., 2015; Srahbzu et al., 2018). Meanwhile, findings from a comparative study from Nigeria

(Braimah, Ukpong, Ndukwe, & Akinyoola, 2017) suggest that, patients with maxillofacial injuries
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may manifest severe and prolonged symptoms of psychological problems than patients with long

bone fractures.

The claim on injury severity has however been found to be weak and that, such associations
may be inconsistent over time. For instance, in the study conducted by Boals and colleagues
(2017), they concluded that, injury severity score (ISS) did not significantly predict PTSD in their
study. In this study, the reserchers examined ISS for physical injuries in 460 respondents at a
level one trauma center and its effects on psychoscial problems at baseline, three months, six
months and at twelve months. The findings indicated associations between the variables from
baseline to six months. However, the study found that, at 12 months, ISS did not relate to PTSD
and the effect sizes of the relationships with the other variables were small, which were likely to
be rendered non-significant in the presence of multiple comparisons (Boals et al., 2017). Like the
findings from this research, Roden-Foreman et al. (2018) have also argued that, injury related
factors including cause of injury, type of injury, severity of injury and even hospital stay are not

related with the development of psychological problems after injuries.

General correlates of psychosocial problems in injured population in Africa have been
reported in some available studies. Whilst some findings support other findings from advanced
countries, there are somewhat variations and some unique findings. For example, Ajibade and
associates (2015) conducted a cross sectional study to investigate the prevalence of psychiatric
morbidity among RTA victims at an orthopedic hospital in Lagos. The results revealed that
psychiatric problems were common in RTA victims (up to 65.2%). Common disorders identified
included PTSD, anxiety, somatization, social dysfunction and service depression. Moreover, the
findings revealed that, sociodemographic variables did not demonstrate any significant association

with psychiatric problems even though they seemed higher in divorced and widowed group, men,
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the unemployed, those without formal education and people between the ages of 56 and 65.
However, some accident variables such as post-accident time, longer stay at the hospital (above 6
months), car or vehicular accident were significantly associated with psychosocial problems. This
is quite different from the findings of Yohannes and colleagues in Ethiopia as they described male
gender and 1-3 months duration post-incident to be significant correlates of PTSD after RTA
(Yohannes, Gebeyehu, Adera, Ayano, & Fekadu, 2018). However, both studies concur that, post-
injury time and gender may be significant variables in the development of psychiatric disorders

post-traumatic injuries, as has been reported in some other western studies.

2.3.3 Appraisal of Injuries and Psychosocial Problems

Stress appraisal has been reported in various studies to significant influence the
psychological experience of trauma victims. It has been suggested that how an event is appraised
will determine the extent to which psychological symptoms like PTSD will be experienced
(Mictchell etal., 2017). Inastudy in Kenya, Yueng and associates (2019) explored the longitudinal
depression and anxiety symptoms in adult injured patients as well as their risk factors. They
followed up patients on the telephone at 2-3 and 4-7 months after discharge. The study identified
that, patients that had the worse appraisal of their stressor or health had elevated symptoms of
depression and anxiety. These findings are corroborated by a similar study in South Africa where
Machisa, Christofides, and Jewkes (2018) postulated that, appraisal of traumatic event negatively
correlated psychological problems. In this study, samples were drawn from young men and women
with stress to appraise their respective stressors. The study revealed that, women exhibited
symptoms of psychological problems more than males. A further analysis revealed that, women

appraised all traumatic events more negatively than men and had the greatest psychiatric
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symptoms, emphasizing the importance of trauma appraisal in the development of psychiatric

symptoms.

Association between stress appraisal and PTSD has also been evaluated in adolescents with
trauma. In one of such studies, random effects meta-analysis revealed that, PTSD symptoms
become severe with concurrent severe trauma appraisal, with a cumulative effect size of r = .63,

95% CI (.58 - .68), Z = 17.32, p < .001 (Mitchell et al., 2017).

2.3.4 Coping Styles and Psychosocial Problems

“Coping 1s the process of using emotional, cognitive, and/ or behavioral strategies to
manage one’s stress in order to reduce its potential harmful impact on psychological adjustment”
(Garg et al., 2018, p. 492). The ability to cope effectively may be an important determinant of
well-being across life span. However, inability to cope or failure to use the right coping mechanism
may cause further psychological distress in individuals already confronted with life stressors
(Mayordomo, Viguer, Sales, Satorres, & Meléndez, 2016). In general, literature suggests that, the
choice and use of coping styles can impact on the overall physical and psychological wellbeing of
individuals confronted with stressful situation (OIff, 2011; Proulx & Aldwin, 2015). Various
specific styles of coping are identified in literature to be used by individuals with various stressful

conditions and each type has its related psychological outcome.

In one of such studies in India, Garg et al. (2018) explored the coping styles and life
satisfaction in palliative care among 100 terminally ill cancer patients using observational cross
sectional study with the COPE scale. The study revealed that, most patients used the religious and
acceptance coping styles. The most effective coping style was identified to be the problem-focused
coping. Further findings of this study indicated that, males showed more acceptance to their

condition than females. However, females were identified to manifest higher problem-focused

26



coping style whilst the male sample demonstrated higher levels of emotion focused and avoidant
coping. In evaluating the overall health and wellbeing of the sample, the study alluded that problem

oriented coping strategies were positively related with better psychological wellbeing.

In an integrative review of literature on the psychosocial adjustment using burn patients,
Attoe and Pounds-Cornish (2015) identified strong evidence that suggested that, psychosocial
adjustment can be influenced by particular coping styles. The work examined various studies from
high income countries like the USA, Germany, Sweden, Australia and China. Studies were
selected based on robust appraisals on methodology. The researchers included longitudinal studies
that were successfully completed and results of original studies. They found that, in most studies
reviewed, the choice of coping had significant correlation with psychosocial wellbeing. A further
critical evaluation revealed that, avoidant coping was particularly associated with negative
psychosocial adjustment where as active or acceptance coping was associated with positive

outcomes (Attoe & Pounds-Cornish, 2015).

In a related work, 178 patients with burns were recruited into a prospective study in Holland
to identify how they coped with their injuries. The study further examined the role played by
coping in recovery from PTSD post-injury. Avoidant coping style was found to correlate
negatively with levels of PTSD at the hospital whilst emotion-focused coping showed no
correlation with PTSD symptoms. Ironically, avoidant coping was not found to influence recovery
whilst emotion focused coping had significant impact on recovery from PTSD. In all, the
participants used more of active coping styles (M = 2.64 + .63) than emotion focused (M =1.78, £
.70) and avoidant (M = 1.79, + .53) coping styles (Bosmans et al., 2015). Thus, the slightest

utilization of avoidant coping may play more role in the development psychological problems than
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the other types of coping styles, whilst the use of emotion-focused coping may help in mitigating

psychological morbidities.

The forgoing findings are similar to the findings from LMIC studies. Some available
studies corroborate those from high income countries suggesting that coping and psychological
adjustment may be a universal phenomenon. For instance, Noor et al. (2016) have reported from
Pakistan that, positive coping strategies and problem focused coping were positively correlated
with psychological wellbeing. They however indicated that, avoidant coping showed a negative
relationship with psychological adjustment. The study further revealed that, positive coping
strategies and problem focused coping significantly and positively predicted psychological
adjustment whilst active avoidant coping strategy negatively predicted psychological adjustment.
Meanwhile, a Tanzanian study seem to suggest that, adaptive coping styles such as problem
focused and active emotion may not necessarily predict psychological wellbeing. In this study,
most participants were found to have utilized adaptive coping strategies over maladaptive

strategies, yet, the rates of depressive symptoms were very high (61%) (Obayemi et al., 2020).

2.3.5 Social Support and Psychosocial Problems

While acknowledging the role of appraisal and coping strategies in the development
psychosocial problems, other important variables may as well contribute immensely to the
relationship that exist between those variables. For instance, Kim (2013) has opined that, an
individual ability to cope with stress may be influence by availability of social support.
Conversely, a lack of social support may lead to a feeling of dejection, hopelessness, social
seclusion and helplessness. This seem to suggest that, social support could be a predictor of
psychological wellbeing. Social support may refer to the state of belonging to a social network of

other individuals or group of individuals who show concern and usually ready to help during
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negative life events (Machisa et al., 2018). It could be conceptualized in different ways, such as
“information leading an individual to believe that he is cared for and loved; esteemed and valued;
and belongs to a network of commination and mutual obligation” (Cobb, 1976, p. 300). It can also
be in the form of receiving material or tangible assistance such as money or physical help in the
performance of activities from the network. Social support is usually received from close relatives,
friends and other significant others (Jalali-Farahani et al., 2018; Scheid & Wright, 2017). Perceived
social support, which is sometimes referred to as “emotional support™ is the perception that such
a network is available and people with a stressor can turn to when necessary. The influence of
social support (either perceived or actual) on psychological health has widely been studied in
victims of abuse and violence, psychological problems as well as other traumatic events. Usually,
these events are perceived to be stressful and individuals who perceive or receive adequate support
demonstrate effective coping and maintain or regain relatively healthy psychological states
(Gariepy, Honkaniemi, & Quesnel-Vallee, 2016; Machisa et al., 2018; I. Mitchell, Evans, Rees, &

Hardy, 2014; Yohannes et al., 2018).

Social support is therefore very key in the psychological adjustment of the injured victim.
Extant literature suggest that, social support has negative correlation with psychological problems
of various trauma victims. For example, Ning and associates (2017) investigated how social
support may affect trauma outcomes, basically PTSD after RTA in an emergency department in
Yarqgi, China. The study findings indicated significant association between PTSD scores and
objective support, subjective support and social support. The results indicated significant negative
relationship with respective correlation coefficient of -.27, -.30, and -.30. That is, the development

of PTSD and other psychosocial problems may be upsurge by poor social support (Ning, Guan, &
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Liu, 2017) since such victims are likely to adapt negative appraisals and maladaptive coping

strategies (Cao, Qi, Cai, & Han, 2018).

The results of a path analysis among coping, perceived stress, personality, social support
and psychosocial problems in 4, 763 individuals indicated that, problem-focused coping was the
most utilized coping style (M = 9.65 + 2.12 versus 6.44 + 1.49 for emotion-focused coping and
3.41 £ 1.76 for avoidant coping). Correlational analysis indicated that, low social support was
significantly related with increased depression (r = -.39) and anxiety (r = -.33) symptoms. The
study findings further indicated that, emotion-focused and problem-focused coping both showed
significant negative correlation with depression and anxiety. Unlike previous studies, this study
detected no significant relationship between avoidant coping and psychosocial outcomes
(Roohafza et al., 2016). The findings from the pathway analysis indicated that, perception of stress
directly and positively affected depression (.28) and anxiety (.33) whilst social support (-.09) and
coping styles (-.08) negatively affected depression. There was also a direct negative effect of social
support and coping on anxiety. These findings elucidate the significant role played by social

network and coping in the psychopathology of individuals with stress (Roohafza et al., 2016).

The report from a systematic literature review on associations between loneliness and PSS
on development of psychosocial problems supports the preceding identified effects of social
support on psychological wellbeing. The reviewers concluded that, perceived social support is a
principal determinant of psychological problems including depression, anxiety, panic disorder and
other bipolar disorders. In support of this supposition, they further indicated that, in patients with
mental health problems, perceived social supportive could predict symptom severity at subsequent
points in time as well as remission rates. For instance, in patients with anxiety, the result of one

study indicated that, low levels of PSS predicted severe anxiety (B = -0.15, CI [-0.30 — 0.06]) as
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well as depressive symptoms (B = -0.16, CI [-0.28 - 0.08]), with respective ratios of 8.85 and

10.51% subsequently at different times (Wang, Mann, Lloyd-Evans, Ma, & Johnson, 2018).

In a related work, Tough and associates (2017) reviewed diverse empirical studies on
associations that social relations have on psychological health and wellbeing. Fifty eight studies
that focused on social support were included, with which 45 were cross-sectional with thirteen
longitudinal studies from various high income and LMICs. Mean sample size was found to be
232.5 (range = 50 - 1455) with a mean age of 52.1 (range = 21-75). Common health conditions
identified in the sampled research works included rheumatoid arthritis, multiple sclerosis, stroke,
spinal cord injury and other non-specific physical disabilities. The results of the review showed
that, thirty three of the forty five cross-sectional studies reported significant associations between
social support and psychological wellbeing. Further report from the review indicated that, 14/25
studies that studied depression found negative correlation between depression and social support.
There were also negative correlations between social support and PTSD in 1/3 studies that
examined PTSD. There were however positive relations between well-being and social support in
8/14 studies on wellbeing. On longitudinal studies, some studies reported that, during the acute
and initial stages of the stressful situation, there were increment in social support levels over time
but declined at a later stage. Some studies however found only cross-sectional relationships. This
seem to suggest that, in prolonged stress, friends, family members may not be readily available to
provide such a support as they may do during the acute phase of the stress (Tough, Siegrist, &

Fekete, 2017).

Social support has been linked with resilience and effective coping in extant literature. It
is thus seen to demonstrate some moderating effects on the relationship between coping and

psychosocial problems. Moderator variable is used to refer to a variable that is capable of changing
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the size or direction of a relationship between a predictor and an outcome variable (Holmbeck,
1997). When evaluated theoretically, it means that, the effect of the independent or predictor
variable on the dependent or outcome variable is dependent on the worth of a third variable (i.e
the moderator) (Hayes & Matthes, 2009). This effects can be enhancing, buffering or antagonistic.
The interaction effect of social support and coping on psychosocial wellbeing has been studied in
some population and has demonstrated positive outcome. For instance, Machisa et al (2015) have
posited that, women with domestic trauma who perceive their communities to be supportive
develop high resilience. Dodd, Driver, Warren, Riggs, and Clark (2015) also found that, patients
with spinal cord injuries who had higher levels of attachment avoidance had lower perceived social
support, which ultimately related to lower perceived resilience and coping. Relatedly, a study of
women with burns using a 31 item social support scale (SSS) to measure family support and PSS
in Pakistan showed that, social support intensely influenced how patients coped with their
conditions. The study further revealed that, social support was higher in the less educated patient,
with the collectivist culture implicated in this finding (Idrees et al., 2017). This phenomenon,
according to Jalali-Farahani et al. (2018) can have significant direct positive relationship with

mental health related quality of life.

The above-mentioned evidence imply that, if victims of RTA with physical injuries receive
adequate social support or have positive perceived social support, the psychological consequences
of the injuries will be minimized. It will positively impact on their coping styles or mechanism and

subsequently improve their overall quality of life.
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2.4 Summary and Analysis of Literature Review

Extant literature reviewed so far indicate that, psychosocial problems are common among
patients with traumatic injuries. Among the causes of injuries identified, RTA related injuries are
the major cause of concerns, and vehicular injuries are by far the most common type of RTA
injuries. In both high income and LMICs, males and youth are the highest risk group involved in

RTA and its related injuries.

Among factors that are related with psychosocial factors, several factors were identified
including demographic variables (sex, age, marital status, employment status, level of education)
and injury characterizes (type of injury, location/site of injury and post-injury duration). For
instance, orthopedic related injuries were identified to cause most psychosocial problems (Ajibade
et al., 2015). Hospitalization was also identified to influence the level of psychological distress
and other mental morbidities associated with traumatic injuries. In general, hospitalized patients
tend to develop frequent and severe psychosocial problems than non-hospitalized or out-patient

(e.g Ahl etal., 2017; Gopinath et al., 2015).

Additionally, other personal and social variables such as appraisals, coping styles and
social support have widely been implicated in the development and level of psychological
problems. Negative form of appraisal such as appraisal of threat, centrality and uncontrollability
have been linked with poor psychological outcome whilst appraisal of challenge and controllability
were linked with good psychological health. Some studies also reported on the relationship
between psychosocial problems and coping. The choice of coping style were found to significantly
influence the development of psychological problems, and notably, avoidant coping was largely

associated with poor health outcomes.
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However, social support and patients choice of adaptive coping mechanisms have
significant positive influence on maintaining good psychosocial health, as victims who focus on
their problems (problem focused coping) and plan toward solving the said problems generally
develop good psychological health as against those who try to avoid their problems. Notably,
perceived social support was identified to influence how patients coped with their stressors.

Perception of available social support in general was found to promote good psychological health.

2.5 Hypothesized Model

The figure (2.2) below describes the conceptual framework for the study. The model is suggestive
that there will be relationship between patient’s background characteristics (sociodemographic
variables, injury characteristics [type, location and duration] and patient status [hospitalized or
non-hospitalized); Injury appraisals (primary appraisals [threat, centrality and challenge],
Secondary appraisal [Controllable or uncontrollable], total perceived stressfulness); Coping styles
(Avoidant coping, task oriented coping and emotion focused coping); and psychosocial outcomes
(psychosocial distress and PTSD). It also suggests that, with adequate social support, patients will

adopt effective coping styles which can subsequently promote good psychosocial health.
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Figure 2.2: Conceptual Framework

2.6 Gaps ldentified in Literature and Justification for the Current Study

1. Most studies were done in the high income countries and other LMICs outside Africa,
although the incidence of RTA in Africa are very high.

2. Almost all the studies both in high income countries and LMICs used trauma populations
with TBI, SCI or orthopedic injuries. No study used patients with only skin or muscle or
soft tissue injuries (i.e., non-involvement of skeletal system and nervous system).

3. Most studies used only in-patients (hospitalized patients), with few studies using non-

hospitalized population. No study was done using both populations at the same time.
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4. Again, within LMICs and mostly in Africa, only one study tried to evaluate appraisal,
coping and social support and how they impact psychological health in the RTA patient
with physical injury. However, culture may influence appraisal and coping and the findings
from other cultures may not be applicable in the Ghanaian setting.

5. The prevalence of psychosocial problems were mostly inconsistent among the studies,
including even studies conducted in the same country.

6. With the important role played by stress appraisals, coping mechanisms and PSS in the
development of psychosocial problems, studies assessing psychosocial problems in injured
patients rarely examined these important constructs. Most available studies on PSS, coping
and appraisals were found in studies conducted on patients with burns, cancer and other

chronic medical conditions.

Therefore, the current study seeks to establish the psychosocial problems in victims of RTA
with physical injuries, with critical consideration of appraisals, coping styles and social support
since literature on this field is woefully inadequate and inconsistent in Africa, especially in
Ghana. Since the study is the first of its kind in Ghana using the current population, it will

provide vital information on the study variables in the Ghanaian context and culture.

2.7 Study Hypotheses:
Hypothesis 1: there will be significant association between:
a. sociodemographic characteristics (age, sex, level of education, marital status, ethnic
background, employment status) and psychosocial outcomes of respondents.
b. injury characteristics (type, location, duration) and psychosocial outcomes of respondents
Hypothesis 2: there will be significant difference in psychosocial outcomes of respondents:

a. across the various categories of demographic variables
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b. across the various injury characteristics of respondents
c. between hospitalized (in-patients) and non-hospitalized (out-patients)
e hospitalized patients will demonstrate higher levels/incidence of psychosocial
problems than non-hospitalized patients.

Hypothesis 3a: injury (stress) appraisal will significantly relate to coping styles of respondents.
3b. injury appraisal, coping styles and PSS will significantly relate to psychosocial
outcome of RTA injuries.

Hypothesis 4: PSS will moderate the relationship between coping styles and psychosocial

outcome of victims of RTA with traumatic injuries.
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CHAPTER THREE

RESEARCH METHODOLOGY

3.0 Introduction

This section of the study provides information on the research design and techniques
employed in the study. It further highlights the setting of the research, study population, inclusion
and exclusion criteria, determination of sample size and sampling technique employed for the
study. Instruments used for data collection including their validity and reliability, data collection
procedures, data management processes and ethical considerations are as well described in this

chapter.

3.1 Study Design

The study employed a cross sectional survey. Cross sectional studies capture information
about a particular population in a single point in time (Creswell, 2014). This method was
considered the most suitable since the study was aimed at obtaining a wider picture of the
psychosocial problems encountered by RTA victims with traumatic injuries. Moreover, cross
sectional design was chosen since it was the best and most appropriate design to measure the
prevalence of psychosocial problems whilst measuring the attributes of the psychosocial outcomes
in the study population (Parahoo, 2014; Polit & Beck, 2010). It enabled the researcher to take a
snapshot of the study population and to gain more insight into the psychosocial problems of the
target population in a more economical way within a relatively short period. It is however
important to state that, timing of cross sectional studies may not guarantee full representation of a
population and cannot establish a causal effect of a particular phenomenon (Creswell, 2014;

Sedgwick, 2014).
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3.2 Study Setting

The study was conducted in the Kumasi metropolis, the Ashanti regional capital. Kumasi
is the second largest city in Ghana after Accra. It is a cosmopolitan community with diverse
cultural and socio-economic activities strategically located in the middle part of the country.
Currently, there are six sub-metropolitan districts (Bantama, Suame, Subin, Nyhiaeso, Manhyia
North and Manhyia South) in the Kumasi metropolis, with an estimated total population of
1,468,609 (United Nations Department of Economics and Social Affairs, 2019). Demographically,
the population of Kumasi represents 36.2% of the total population of the Ashanti region with
majority being females (52.2%) (Ghana Statistical Services [GSS], 2014). Even though Kumasi is
a cosmopolitan town, majority of the populace are from the Akan ethnic group (85%), and majority
are Christians. Economically, more than sixty five percent of the populace are employed, with
majority engaged in trading and transportation (GSS, 2014). Mini buses, popularly called “trotro”;
taxis and recently, tricycles, popularly called “Pragya” and “Aboboyaa” are the major means of
transportation for vast majority of the populace. These vehicles and motor cycles are almost
exclusively operated by males, mostly in their youthful ages. In spite of the pedigree and busy
nature of Kumasi, most of the intra-city road networks remain untarred; and majority of the few
tarred ones are very narrow with no pavements, with many others developing potholes. These
factors, coupled with carelessness of some drivers, street and highway hawking and other known
human factors contributing to road accidents make Kumasi an accident prone city (Acheampong,
2020; Cobbinah, Gaisie, Oppong-Yeboah, & Anim, 2020; Gyimah, 2020), and consequently
makes Kumasi an ideal location for the current study. The city has one teaching hospital and a lot

of notable public, quasi and private health facilities that provide health care to the populace.
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3.2.1 Study Sites
The study sites included the only teaching hospital in the metropolis (Komfo Anokye

Teaching Hospital [KATH]), Tafo Government Hospital and the Manhyia District Hospital.

KATH is a 1200 bed capacity hospital that serves as the major referral center for the whole of the
middle belt of Ghana (Ashanti, Ahafo, Bono, Bono East, Western North and some parts of the
Eastern, Central, Northern and Western regions). The hospital has various departments and
directorates that provide specialized care to all type of patients. Three directorates were used for
the study, including the Orthopedic and Trauma, the Emergency Medicine and the Family
Medicine directorates. The emergency medicine directorate is a 111 bed capacity ultramodern
accident and emergency center that receives most RTA victims from these parts of the country as
well as other West African countries. On the average, the emergency center receives approximately
2300 cases of trauma in a year, and up to 77% of these cases are RTA related. The trauma and
orthopedic directorate has a hundred and forty eight bed capacity for ward service, and a plaster
room at the Accident and emergency center of KATH. It is a moderately well-equipped level 1
trauma and orthopedic management center with four operating rooms. The family medicine
directorate (formerly called Polyclinic) is the first point of call for most non-emergent cases at
KATH. It provides 24 hour general and specialized primary care services to all patients of all age
group, mostly on outpatient basis. Hospitalized patients were recruited from the Emergency
medicine directorate and the adult orthopedic wards whilst the plaster room and wound dressing

unit the family medicine directorate were used to recruit out-patients, at KATH.

The other two sites were the Manhyia District Hospital and Tafo Government Hospitals.
These two hospitals are located in suburbs of the metropolis (Manhyia and Tafo respectively) that

dominate in the use of “Pragya” and ‘Aboboyaa” in the metropolis. Both hospitals provide 24 hour
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services in general and other specialized care. Each has an emergency center that manages accident
victims with injuries mostly on outpatient basis. Tafo Government hospital has 59 bed capacity
whilst Manhyia district hospital has 121 bed capacity. Participants from these hospitals were
recruited at the respective wound dressing units where patient with RTA injuries dress their

wounds on outpatient basis.

3.3 Target population

The population of the study involved patients (in and out patient) who were involved in
road traffic accident in the Kumasi Metropolis. The target population were adult (18 years and
above) RTA victims with injury who were receiving care at the selected study sites either as in
patients (hospitalized) or out patients (non-hospitalized) during the study period (March, 2020 —

July, 2020).

3.4 Inclusion and Exclusion Criteria

3.4.1: Inclusion Criteria
a. Hospitalized patients: For patients who were on admission at the hospital during the
period for the study, inclusion for the study included:
1. having been admitted for at least twenty four (24) hours due to an injury from
RTA before recruitment process.

2. having evidence of an injury (wound and/or fracture) from RTA
3. being 18 years of age and above
4. being a Ghanaian (to ensure the data is specific to the Ghanaian culture)
5. those who showed willingness to partake in the study, including giving of

consent.
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b. Non-hospitalized patients: For patients not on admission during the survey, inclusion

included:

1.

2.

meeting criteria 2-5 in (a) above

having been treated at an orthodox hospital for RTA related injury.

3.4.2 Exclusion Criteria

1.

2.

o1

RTA patients who had traumatic brain injury (TBI).

RTA patients who had spinal cord injury (SCI).

Unconscious patients.

Patients with pre-existing, diagnosed psychiatric problems before the RTA.

Patients diagnosed with psychiatric problems after the incident.

3.5 Sample Size Determination

The sample used for this study was 425. This number was calculated using the Kish and

Leslie method since the researcher had no knowledge on the variability of the study population

coupled with non-availability of a previous sample for a similar study at the study sites (lIsrael,

1992; Kish, 1965). With 95% confidence interval and a 5% margin of error, the sample size was

calculated as:

n = Z2 (p*q)/d?, where:

n = sample size

Z = confidence level of 1.96 at 95%

p = estimated prevalence of 50% (.5)

g=(1-p)=(1-5)=.5
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d = error margin = .05

n =384.16

To cover for non-respondents and incomplete data, 10% of the calculated sample size was added

giving an approximate sample size of 423, which was rounded up to 425.

3.6 Sampling Technique

The convenient sampling technique was used to select prospective respondents for the
study. Since the study sites involved three different facilities, non-proportionate quota sampling
method was initially used to determine the number of respondents in each facility. However, with
the outbreak of the novel COVID-19 pandemic, and limitation imposed on movement of persons
and vehicles in the Greater Kumasi metropolis (Ministry of Interior, March 28, 2020), patient
census reduced drastically in these facilities, especially accident victims at KATH (Ghana News
Agency, September 29, 2020). For this reason, all patients that presented at the study sites and met
the inclusion criteria during the period of data collection were included in the study until the sample

size was reached (Alvi, 2016; Barreiro & Albandoz, 2001; Parahoo, 2014).

3.6 Background Characteristics of Respondents

The table (2) below summarizes the background characteristics of the respondents. Four
hundred and twenty three (423) participants responded to the study questionnaire out of the 425
recruited for the study. This represented 99.5% response rate. Out of this, a total of three hundred
and eighty two (382) questionnaires were fully complete and included in the analysis. On
demographic characteristics, 257 (63.3%) of the respondents were males and 125 (32.7%) females.
The mean age of respondents was 36.80 years (SD = 11.53). On educational background, 157

(41.1%) had attained Junior high school education with 99 (25.9%) and 38 (9.9%) attaining a
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secondary and tertiary education respectively. Respondents were either Christians (69.9%, n =

267) or Muslims (31.1%, n = 115). Most of the respondents were Akans (56.3%).

In reference to the clinical/injury characteristics of respondents, 275 (72%) were
hospitalized and 107 (28%) were non-hospitalized patients. Two hundred and nine respondents
representing 54.7% were involved in vehicular accidents and 116(30.4) were involved
motorbicycle accidents. With respect to location of injuries, 49.5% (n=189) had injuries to the
lower limbs and 26.7% (n =102) sustained injuries to the upper limbs. 44% (n = 168) had closed
fracture and 27.5% (n =105) had sustained abrasions and/or lacerations. More than half of the

respondents (53.7%) had injury duration of less than one month.
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Table 3.1: Summary of Background Characteristics of study Respondents

Percentage (%)

Variable Category Frequency (N=382)
a. Demographic data
Gender Males 257
Females 125
Age Range 18 -25 72
26 — 39 165
40 - 60 134
Above 61 11
Mean Age (SD) 36.80 (11.53)
Level of Education None 24
Primary 64
Junior High (JHS) 157
Senior High (SHS) 99
Tertiary 38
Religion Christian 267
Muslim 105
Marital Status Single 114
Married 214
Divorced 18
Widowed 14
Co-habiting 22
Ethnicity Akan 215
Northerner 134
Ga/Dangme 8
Ewe 12
Others 13
Occupation Civil Servant 50
Self Employed 199
Farmer 83
Unemployed 26
Student 17
Others 7

63.3
32.7

18.8
43.2
35.1
2.9

6.3
16.8
41.1
25.9
9.9

69.9
30.1

29.8
56.0
4.7
3.7
5.8

56.3
35.1
2.1
3.1
3.4

13.1
521
21.7
6.8
4.5
1.8
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b. Clinical
Characteristics
Type of Patient

Type of RTA

Type of Victim

Location of Injury

Type of Injury

Duration of Injury

Hospitalized

Non-hospitalized

Vehicle
Motorbicycle
Bicycle
Tricycle

Driver/Rider
Passenger

Pedestrian

Head and Face
Upper Limbs
Trunk

Pelvis

Lower limbs
Multiple Sites

Abrasions/Lacerations
Blunt Tissue Injury
Closed Fracture
Compound Fracture/
Fracture with Lacerations
Near Amputation
/Amputation

Dislocation

Less than one Month
1 -3 months

4 — 6 months
Beyond 6 months

275
107

209
116

53

129
147
106

40
102
28
18
189
10

105
10
168

87

205
122
44
11

72
28

54.7
30.4
1.0

13.9

33.8
385
27.7

10.5
26.7
7.3
3.4
49.5
2.6

27.5
2.6
44.0

22.8

53.7
31.9
115
2.9
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3.7 Data Collection tools /Measurement instrument

The study utilized five (5) validated scales, which include: The Stress Appraisal Measure
for measuring appraisal, Coping Inventory for Stressful Events for coping styles, Multidimensional
Scale for Perceived Social Support for social support, General Health Questionnaire for
Psychosocial distress (anxiety, social dysfunction and lack of confidence) and the Primary Care
PTSD screen for PTSD. Participants’ background data including Demographic information
(gender, age, educational background, marital status, religion, ethnic background and employment
status) and injury/clinical characteristics (type of RTA, type of victim, type of injury, location of
injury, post injury/incident duration) as well as status of participant (hospitalized or non-

hospitalized) were also collected.

3.7.1 Stress Appraisal Measure (SAM) (Peacock & Wong, 1990)

The Stress Appraisal Measure (SAM) is a self-reporting scale used to measure how a
person assesses a particular stressful situation. It contains variables for measuring primary and
secondary stress appraisal and overall perceived stressfulness (Peacock & Wong, 1990). It has 28
items rated on a 5-point Likert scale ranging from 1 (“not at all”) to 5 (“extremely”). It has 7
subscales intended to measure threat, challenge and centrality (primary appraisal) and then
controlled-by-self, controlled —by-others and uncontrollable-by-anyone (secondary appraisal). The
seventh subscale measures general perceived stressfulness. “Threat appraisals” relates to the
probability of an imminent harm/loss and “challenge” appraisals mirror an expectation of a growth
or gain from the stress. “Centrality” relates to the perceived importance of an event for the
individual’s wellbeing, and it is “assumed to be orthogonal to both threat and challenge” (Peacock
& Wong, 1990, p. 228). The secondary appraisal measures evaluate the individual’s perception of

control over the stress, and are believed to be associated with different forms of coping. In the
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original study of the scale, good internal consistencies were obtained, ranging from .51 to .90 for
the seven subscales in three different studies (Peacock & Wong, 1990). It has demonstrated good
psychometric properties with good Cronbach’s alpha across studies. A Cronbach’s alpha of .78

was reported for this study, with alpha of the subscales ranging from .65 to .84.

3.7.2. Coping Inventory for Stressful Situations- short form (CISS-21) (Endler & Parker,
1990; Schwarzer & Schwarzer, 1996; Cohan et al., 2006)

The CISS-21 is a validated tool that is used to evaluate three common forms of coping.
The tool is useful in determining the specific coping style of an individual and promotes a clearer
comprehension of the relations that exist between an individual’s coping styles and his
psychological wellbeing. There are various forms of the CISS used in either adolescent or adult
populations, with the original scale consisting of 48 items. CISS—21 is a short form of the scale
with three subscales that measure three coping styles: avoidant coping (AC), emotion-focused
coping (EFC) and task-oriented coping (TOC). Each subscale is measured with seven items, in a
5 point Likert format from “not at all” (1) to “very much” (2). TOC is linked with greater happiness
and involves considering a stressful event as problem to be solved. EFC focuses on vindicating
emotional stress whilst avoidant coping focuses on the postponement of dealing with the current
problem. Both EFC and AC are usually related to unhealthy psychological phenomenon (Howlett
et al., 2015; McWilliams, Cox, & Enns, 2003). Items on the TOC include items 2, 6, 8, 11, 13, 16
and 19. EFC is measured with items 3, 5, 10, 12, 14, 17, and 20 whilst items 1, 4, 7, 9. 15, 18 and
21 measure AC. Items on the individual subscales are summed up and the mean of the various
subscales is used to determine the most frequent coping style used. Examples of items on the scale
include: “work to understand the situation” (TOC); “feel anxious about not being able to cope”

(EFC) and “take time off and get away from the situation” (AC).
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The scale has demonstrated to be valid and reliable across studies. Some recent authors
have reported Cronbach’s alpha of the subscales and total scale ranging from .76 to .89 (Nazemi,
Raad, Kermanian, & Rahmani, 2015; Olabisi et al., 2020). In this study, an alpha level of .81 was

reported for the total scale.

3.7.3 Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet, & Farley,
1988)

The Multidimensional Scale of Perceived Social Support (MSPSS) is designed to
quantitatively measure a person’s belief of availability of the social support obtained from three
sources: family support (FAM), friends support (FRI) and significant others support (SO). The
MSPSS is a twelve item scale measured on a 7-point Likert format from “very strongly disagree”
(1) to “very strongly agree” (7). Each source of social support is measured with 4 items. FAM
items consist of items 3, 4, 8 and 11. Items 6, 7, 9 and 12 measure support from friends (FRI)
whilst significant other support (SO) is measured with items 1, 2, 5 and 10. The items are summed
to get an overall level of social support, and scores of 12-48; 49-68 and 69-84 are suggestive of
low, moderate and high social support respectively (Zimet et al., 1988). Examples of items on the
scale include: “I can talk to about my problems with my family” (FAM), “I can count on my friends

when things go wrong” (FRI) and “There is special person in my life who cares about my feelings”

(SO).

The MSPSS has good internal reliability and test-re-test reliability and has demonstrated a
robust factorial validity in various locations, with studies generally reporting Cronbach’s alpha
from .70 to .94 in clinical samples (Aloba, Opakunle, & Ogunrinu, 2019; Dambi et al., 2018;
Dambi, Tapera, Chiwaridzo, Tadyanemhandu, & Nhunzvi, 2017). In Ghana, the MSPSS has been

validated in adolescent population, and showed good psychometric properties (Wilson, Yendork,

49



& Somhlaba, 2017). The Cronbach’s alpha for this study was .90 (.84 for FRI, .89 for FAM and

.93 for SO).

3.7.4 The General Health Questionnaire — 12 (Goldberg & Williams, 1988)

The General Health Questionnaire (GHQ) is a general tool that is commonly used to
identify individuals that are seemingly at risk of developing psychiatric morbidities in the general
population. It is also used in the general clinical settings to estimate the extent of psychological
distress in non-psychiatric patients. It evaluates the respondents’ present health status in reference
to his or her usual state. The original questionnaire had 60 items (GHQ - 60). After the initial
development, several versions have been developed and validated, including versions 30, 28, and
12. The current study used the last version (GHQ - 12), which is a 12 — item scale measured through
four indexes. The scale is either scored using the “bi-modal” technique (0-0-1-1) or the Likert
scoring technique (0-1-2-3) as suggested by the GHQ manual (Goldberg & Williams, 1988). In
the Likert scale, zero indicates a very healthy state and 3 indicates a poor health and total score
may range from 0 to 36. According Goldberg and Williams (1988), the use of the “bi-modal”
scoring technique has an advantage of eliminating any response biases. For this reason, the bi-
modal technique was used for this study. The scores are summed up ranging from 0 to 12, with

varying threshold used as the cut off point for sensitivity and specificity.

The scale has three subscales which measure four psychosocial problems in the
respondents, including anxiety and depression (items 2, 3, 4 and 5); social dysfunction (items 1,
8, 9, 10, 11 and 12) and loss of concentration/lack of confidence (items 6 and 7). Examples of
items on the scale include “felt that you could not overcome your difficulties” (mixed anxiety and
depression); felt that you are playing a useful role in life” (social dysfunction) and “been losing

confidence in yourself” (lack of confidence). The scale is however often used to evaluate
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psychological distress instead of diagnosing specific psychiatric problems like anxiety and
depression. The mean GHQ score for the study population can be used as a threshold for cut off

points (Goldberg, Oldehinkel & Ormel, 1998; Furuawa & Goldberg, 1999).

For research purposes, the GHQ-12 has proven to be the most reliable, quick and sensitive
tool for assessing psychosocial distress. It has been used successfully in large cross-sectional
studies in diverse populations and culture. It correlates very well with psychiatric disorders in
primary health care settings, and has demonstrated good psychometric properties (Elovanio et al.,
2020; Gnambs & Staufenbiel, 2018). The scale has been validated in various populations
(including Ghana), mostly in adolescent and has proven to be reliable and valid. The reported
Cronbach’s alpha ranges from .75 to .91 (Adayonfo & Okoh, 2015; Darko, Bjorkgvist, &
Osterman, 2019; Glozah & Pevalin, 2017; Pérez et al., 2020; Verschuur, Maric, & Spinhoven,
2009). In this study, an alpha level of .75 was reported. A cut of point 4.29 (the mean GHQ

obtained for the study population) was used to estimate prevalence of psychosocial distress.

3.7.5 The Primary Care PTSD Screen for DSM-5 (PC- PTSD-5) (Prins et al., 2003)

The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) was developed to evaluate
chances of PTSD in respondents who have been exposed to a possible traumatic event. It is usually
administered at least thirty (30) days after a traumatic event (Warren et al., 2016). It commences
with an item intended to determine if the respondent has had an exposure to a traumatic event.
Only patients who respond “yes” are assessed with the tool. It is a 5-item tool that elicits a “yes”
or “no” response for each item on how the traumatic event has affected him or her in the past
month. In this study, the first question was omitted since all prospective respondents were RTA
survivors. Preliminary results from studies that sought to validate the tool suggested a “cut-off”

point of 3 as “optimally sensitive” for possible PTSD (that is if a respondent responds yes to any
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three questions). A “cut-off” point of 4 is considered “optimally efficient” for possible PTSD as

this balances a false negative and a false positive results (Prins et al., 2015; Prins et al., 2016).

3.8 Pre-testing of Questionnaire

The final instrument for the data collection was pre-tested at the Holy Family Hospital,
Techiman in the Bono East region. This was essential to ensure that the questionnaire was reliable
and as such, will produce valid results before being used for the main work. After securing ethic
approval from the ethic review board of the GHS, an introductory letter from the school of Nursing
and Midwifery (University of Ghana) was sent to the Medical Director of the pre-test site with a
copy of the ethic approval letter. The study questionnaire was administered to thirty two (32)
patients with RTA injuries who were conveniently sampled. Informed consent was sought from
participants before administering the questionnaires. A major fallout from the pilot study indicated
that, most items were left unanswered in out-patient participants who took the questionnaires
home. A subscale under the SAM and PTSD scale had poor Cronbach’s alpha. These issues were
addressed by training research assistants to go through questionnaires with participants whilst
returning them so as to guide them to complete sections they left, upon their consent. Some words
of the scales that performed poorly in the pre-test were modified and re-tested during the actual
data collection process. Research assistants were also encouraged to assist respondents in case they
needed any explanation on the scales before answering them. The Cronbach’s alpha for the various

scales for the pre-test are summarized in the table below.
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Table 3.2: Validity of the Selected Scales from pre-test study of 32 Participants

Scale M SD Alpha
Stress Appraisal Measure (SAM): Total (Total) .79
Threat 12.47 3.72 12
Challenge 9.63 2.03 45
Centrality 13.03 3.27 .69
Controlled by Others 10.22 3.72 87
Controlled by Self 13.38 3.64 .88
Uncontrollable by Anyone 7.09 3.04 87
General Perceived Stressfulness 9.63 3.18 .76
Coping Inventory for Stressful Situation (CISS): Total .69
Emotion Focused Coping 17.50 3.93 .69
Task Oriented Coping 19.63 5.22 7
Avoidant Coping 12.69 4.19 .78
General Health Questionnaire (GHQ): Total (.91) (1.16) 76
Post-Traumatic Stress Disorder 1.34 25 44
Multidimensional Scale of Perceived Social Support
(MSPSS) (Total) (58.40)  (10.77) (.86)
Family 23.19 3.93 .82
Friends 15.78 5.23 .89
Special Person 19.44 5.68 .93
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3.9 Data Collection Procedure

Necessary ethic approvals were obtained from the appropriate institutions / boards before
commencing the study. For the data collection process at the GHS facilities (Tafo and Manhyia
Government Hospitals), an introductory letter from the Mental Health Department of the School
of Nursing and Midwifery (UG) was obtained and sent to the Regional Health Directorate, together
with a permission letter and a copy of the ethic approval letter. An approval letter was then
obtained from the Regional Director of Health Services granting permission to the study sites. At
the respective study sites, a further approval was obtained from the Medical Directors and the
Deputy Directors of Nursing Services (DDNS) before permission was granted to access the
patients. Similarly, at the Komfo Anokye Teaching Hospital (KATH), a permission letter was
obtained from the Institutional Review Board (IRB) to the three directorates (Family Medicine,
Emergency Medicine, and Trauma and Orthopedics) where the participants were to be recruited.
The heads of the various directorates then granted permission to access the patients at the various
units/wards. Five research assistants were recruited and thoroughly trained to support the student
(principal investigator) in the data collection process (three at KATH and one each at the other two
study sites). These recruited research assistants had no prior working relationship with the

principal investigator.

Before contacting respondents at the various units (at all study sites), the nurse-in-charges
and other nurses on duty introduced the researcher (or his assistants) to patients who met the
inclusion criteria. Respondents were then engaged individually to seek for their informed consent
after reading out the participants’ information sheet to them. Those who willingly consented to
partake in the study were made to confirm their consent by signing /thumb printing the consent

form voluntarily and were also given copies of the participant information sheet. For the data
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collection process at Tafo and Manhyia Government hospitals, the printed form of study
questionnaires were then administered to the participants to respond at their convenient time.
Participants who wished to take the questionnaires home were allowed to do so and filled
questionnaires were collected during their next visit to the unit. The questionnaires were however
crosschecked for completeness and participants who needed extra explanation to respond to

unfilled items were attended to accordingly.

At KATH, the study gquestionnaire was transported onto a data collection software (Open
Data Kit [ODK]). Copies of the software with the study instrument were installed on four different
iPads which were used for the data collection process. Participants who were adept in the use of
the device were given the iPads to respond to the questionnaire, with the researchers at stand by to
offer needed support. In both situations, the instructions and items on the questionnaire were read
and explained to participants who could not read or understand English language in the local
dialect (Afukaar et al.) by the researcher or his assistants or a preferred interpreter by the
participant. All participants who were approached accepted to partake in the study, two did not
return the questionnaires and fifty nine participants failed to respond to approximately 25% or
more of the items and were thus withdrawn. Consequently, 382 completed questionnaires were

included in the analysis.

3.10 Ethical and Safety Considerations

Ethic clearance was pursued at the Ethics Review Board of the Ghana Health Services
(GHS), Accra and the Institutional Review Board of the Komfo Anokye Teaching Hospital
(KATH-IRB), Kumasi. At KATH, a Certificate of Registration was first obtained from the
Research and Development (R&D) unit before applying and obtaining ethic clearance from the

KATH-IRB. An introductory letter was obtained from the School of Nursing and Midwifery and
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the letters of prove of Ethic clearance were then sent to the various facilities (in the case of GHS
facilities) and departments (in the case of KATH) where the data was to be collected. Further
permission was sought from the managers of these units/departments/wards before contacting

prospective participants.

Patients who consented to partake in the study were given general information about the
study on the purpose and objectives for the study. The researcher and/or his assistants informed
the participants that, the social and psychological problems they may encounter following RTA
injuries were to be solicited. They were also informed that, the study posed no direct risks to their
lives. Participant information sheet describing the possible benefits, potential risks, voluntary
participation, and confidentiality, among others were read and explained to participants. Those
that agreed were then made to sign or thumbprint a consent form provided by the researcher or his

assistants voluntarily before questionnaires were administered to them.

Participants who declined to be part in the study as well as those who opted to withdraw
from the study were not coerced. They were pre-informed not to write their names, in-patient
number or any identifier on the questionnaire throughout the data collection process. Any identifier
found on completed questionnaires was recoded to maintain privacy of participants and all
completed questionnaires were assigned anonymous codes. They were also assured that, the

i